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ABSTRACT 
The therapeutic alliance is widely recognized as an effective component of 
therapeutic change. However, the topic has received very little attention within the 
context of psychiatric rehabilitation programs. The limited evidence available suggests 
that the alliance may be related to client outcomes within psychiatric rehabilitation 
programs, but there is no evidence as to which factors are related to the alliance within 
this setting. 
This dissertation consists of two studies intended to contribute to the limited 
knowledge base concerning this key construct within psychiatric rehabilitation. Both 
studies used previously collected and de-identified data made available for analyses by a 
supported employment program, a type of psychiatric rehabilitation program. Data were 
made available for 70 individuals served by the single employment specialist in the 
program. All data were captured upon intake by program administrative processes in 
place at that time, or were extracted from program administrative databases (for 
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outcomes). Study 1 examined whether client characteristics found to be associated with 
the alliance across several populations or program types were associated with the initial 
alliance upon intake to the program. Study 2 examined the relationship between the 
initial alliance and program and employment outcomes six months after intake into the 
program. The initial alliance was of interest due to a recognized link between the early 
alliance and program retention for individuals with schizophrenia, one of the primary 
target populations for psychiatric rehabilitation programs. 
Study 1 found being older at intake and having a smaller social network size were 
significantly correlated with client self-report of a high alliance at the bivariate level. A 
forward stepwise logistic regression analysis indicated that neither variable remained an 
independent predictor ofhaving a high alliance when controlling for the effects of the 
other. Study 2 found no significant relationships between a high initial alliance and 
program retention, amount of services received, or obtaining employment six months 
after intake through bivariate and linear or logistic forward stepwise regression analyses. 
These findings may have resulted from unexpectedly high alliance ratings, which 
limited the variability observed. The high ratings may have been due to social demand 
characteristics associated with how the measure was administered, the limited length of 
the relationship on which to base the ratings, or other factors. Future research should 
address these potentially important issues, and make use of alliance ratings at multiple 
time points, with multiple employment specialists in programs using evidence based 
supported employment models in order to maximize the utility of any findings to the field 
of psychiatric rehabilitation. 
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Introduction 
Leading reports have identified mental illness as ranking second in the burden of 
disease in established market economies, behind all cardiovascular conditions (U.S. 
Surgeon General, 1999), and as the leading cause of all disability in the United States, 
Canada, and Western Europe (New Freedom Commission, 2003). A large proportion of 
individuals in the United States are estimated to have experienced mental health 
problems, or to know someone who has experienced a mental health problem. According 
to a recent survey of the general population in the United States, roughly 28.3 million 
adults over the age of 18, nearly 12.9% of the population in this age group, received some 
form of treatment for mental health problems (Substance Abuse and Mental Health 
Services Administration, 2007). 
The economic impacts of mental health problems are also quite large. Mental 
illness has been estimated to result in total losses between $100-170 billion nationally 
due to impact on employment alone (Marcotte & Wilcox-Gok, 2001). The cost of 
treating mental illness is estimated to be just as much. In a 2007 Substance Abuse and 
Mental Health Services Administration report on mental health expenditures, spending on 
mental health services totaled over $1 00 billion in 2003, the last year included in the 
report (Market al. , 2007). 
The bulk of those costs go towards providing services to those that are most 
severely affected by their mental health problems. People with the most severe mental 
illness, while accounting for a relatively small percentage of individuals receiving mental 
health services (15%) overall, are more likely to use outpatient services and are 
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responsible for the majority of inpatient admissions (Narrow et al., 2000; Young, Kapur, 
& Murada, 2001), the most expensive form of mental health treatment (Harrison-Read et 
al. , 2002). Therefore, effectively serving this portion of the population of individuals 
with mental illness can greatly reduce the overall costs of mental health care. 
However, the consensus is that the current service system is not working. Many 
prominent reports and commissions examining the state of the Nation' s current mental 
health system have concluded that the system is largely ineffective and in need of 
fundamental transformation to a more person/client-centered, recovery-oriented approach 
in order to better meet the needs of the individuals it serves (Institute of Medicine, 2001 ; 
New Freedom Commission, 2003; U.S. Surgeon General, 1999). Among the people 
classified as having a serious mental illness, those that account for the bulk of service 
consumption, 84.7% do not receive even minimally adequate treatment (Wang, Demler, 
& Kessler, 2002). Additionally, the majority of people who do seek professional help for 
those mental health problems report that those services do not work well for them. 
According to a SAMHSA (2004) survey, less than half of individuals experiencing 
serious psychological distress reported receiving a great deal or a lot ofhelp from that 
treatment. 
Despite the state of the current service system, over the past few decades the idea 
that people diagnosed with a serious mental illness can and do recover has gained much 
popular and empirical support (Anthony, 1993; Davidson, Harding, & Spaniol, 2005; 
Deegan, 1988, 1993, 1996; Harding, Brooks, Ashikaga, Strauss, & Breier, 1987; Harding 
& Zahniser, 1994), with roughly one third ofthose diagnosed with a serious mental 
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illness recovering (Harding et al., 1987). Recent efforts to increase the effectiveness of 
the service system and promote improved outcomes have largely focused on the 
implementation of "evidence-based practices", which refers to interventions that have 
strong scientific support (Leff, 2002). However, other components of service delivery 
aside from the intervention itself can also have a significant impact on outcomes. 
The two studies described here examined one of these other components, the 
therapeutic alliance, in the context of a psychiatric rehabilitation-oriented supported 
employment program, a type of rehabilitation program for individuals with serious 
mental illnesses. The first study examined whether client characteristics are associated 
with the alliance upon intake to the program (the initial alliance). The second study 
examined the relationship between that initial alliance and program and employment 
outcomes six months after intake into the program. The initial alliance was of interest 
due to links between the early alliance and program retention for individuals with 
schizophrenia (Kreyenbuhl, Nossle, & Dixon, 2009), one of the target populations for 
psychiatric rehabilitation programs. The overall aim ofboth studies was to contribute the 
limited body of knowledge concerning the therapeutic alliance in psychiatric 
rehabilitation programs, with the long-term goal of developing and combining evidence-
based relationship practices with evidence-based intervention practices, thereby enabling 
mental health service systems to more effectively and efficiently serve individuals with 
serious mental illnesses. 
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The alliance in psychiatric rehabilitation: 
I. Client characteristics associated with the initial alliance in a supported 
employment program 
4 
Abstract 
Background: Preliminary evidence suggests the therapeutic alliance is associated with 
outcomes for individuals in psychiatric rehabilitation programs, suggesting that 
maximizing the alliance may lead to better outcomes. However, there are no known 
studies examining factors associated with the alliance in these programs. Aims: This 
study examined whether client characteristics found to be associated with the alliance 
across multiple populations or other program types were associated with the alliance for 
individuals enrolling in a supported employment program. The initial alliance was of 
interest due to a recognized link between the early alliance and retention in programs for 
individuals with schizophrenia, one of the populations targeted by psychiatric 
rehabilitation programs. Methods: An administrative, de-identified dataset was made 
available for analyses, with information for 70 individuals served by the single 
employment specialist in the program. All data had been collected upon intake to the 
program by administrative processes, which included assessment of the initial alliance 
using the Session Rating Scale. Bivariate analyses identified variables that differed 
between those with high and low alliance and the strength of their relationship to the 
alliance. These variables were then analyzed using a forward stepwise logistic regression 
model predicting high alliance. Results: Seventy-three percent of the sample had the 
highest possible alliance rating. Being older and having a smaller social network size 
were significantly correlated with a high alliance, but neither variable remained an 
independent predictor of the alliance when controlling for the effects of the other in the 
regression analysis. Conclusions: The bivariate analyses provide support for client age 
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and social network size being possible factors associated with the alliance in a psychiatric 
rehabilitation program. The lack of variability in alliance ratings may have hindered the 
ability to show additional relationships, and the uniqueness of the structure of the 
program providing the data, consisting of a single employment specialist, limits the 
generalizability of these findings to other programs. These variables should be 
investigated in future research on this topic. 
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Introduction 
The therapeutic alliance has been found to be a major contributor to outcomes in 
psychotherapy. In 1999, the American Psychological Association convened the Division 
29 (Psychotherapy) Task Force, which reviewed over 100 studies on the predictors of 
outcomes, and determined that, while the specific intervention used accounted for 15% of 
the variance in outcome, what were termed the "common factors" accounted for 30%--
twice as much as the intervention (Lambert & Barley, 2002). These common factors 
include many relationship factors, such as empathy, warmth, acceptance, and the 
therapeutic or working alliance (Lambert & Barley, 2002). The alliance is defined as the 
agreement between therapist and client on both the goals and tasks of therapy, as well as 
the bond between these individuals (Bordin, 1979). 
Multiple recent systematic reviews (meta-analyses), considered the strongest level 
of evidence (Oxford Center for Evidence Based Medicine, 2009), totaling hundreds of 
studies, have found correlation effect sizes of the alliance on client outcomes ranging 
from r =.22 to .26 (Horvath & Bedi, 2002; Horvath & Symonds, 1991; Martin, Garske, & 
Davis, 2000). This is between a small and medium correlation effect size (Cohen, 1992). 
The alliance has been deemed a "demonstrably effective" element of the therapy 
relationship (Norcross, 2002). Additionally, client ratings of alliance have been found to 
be more predictive of outcomes than therapist or observer ratings (Horvath & Bedi, 2002; 
Horvath & Symonds, 1991). 
However, these reviews have focused primarily on the psychotherapy literature, 
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which has mainly studied adults receiving time-limited outpatient therapy for non-
disabling psychiatric disorders or adjustment problems. Much less research has focused 
on the therapeutic alliance in people with serious mental illnesses (SMI), raising the 
question of the generalizability of the psychotherapy research to individuals with SMI. 
SMI is defined as being over the age of 18 and having a DSM-IV psychiatric 
diagnosis that substantially interferes with or limits functioning in one or more major life 
activities, such as work (Federal Register, 1993). Some have hypothesized that the 
therapeutic relationship is critical for this population (e.g., Goering & Stylianos, 1988). 
Some research, much less than the broader range of studies on the alliance, has found that 
the alliance is related to outcome for individuals with schizophrenia or other SMI (e.g. , 
Chinman, Rosenheck, & Lam, 2000; Davis & Lysaker, 2007; Frank & Gunderson, 1990; 
Gehrs & Goering, 1994; Goldberg, Rollins, & McNary, 2004; Neale & Rosenheck, 1995; 
Solomon, Draine, & Delaney, 1995). 
Outcomes associated with the alliance for individuals with SMI in psychotherapy 
programs include retention in treatment, adherence to treatment, reduced positive 
symptoms, improved interpersonal relationships, and improved insight into illness (Frank 
& Gunderson, 1990). However, most of the research on the relationship between the 
alliance and outcomes for individuals with SMI has focused on case management 
programs. Outcomes associated with the alliance in these programs include improved 
symptoms (Klinkenberg et al. , 1998; Neale & Rosenheck, 1995; Solomon et al., 1995), 
global functioning, community living skills, client and case manager perception of 
outcome (Neale & Rosenheck, 1995), general life satisfaction (Chinman et al. , 2000), 
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quality of life and insight into benefit of medication (Solomon et al., 1995), satisfaction 
with services (Klinkenberg et al., 1998), and reduced days ofhomelessness (Chinman et 
al., 2000). 
There is also some preliminary evidence that the quality of the alliance is 
associated with positive outcomes for individuals with SMI in psychiatric rehabilitation 
(Gehrs & Goering, 1994) and vocational rehabilitation programs (Catty, Lissouba, White, 
Becker, Drake, et al., 2008; Davis & Lysaker, 2007; Donnell, Strauser, & Lustig, 2004). 
Goal attainment and perceived nature and intensity of problems (Gehrs & Goering, 1994) 
have been associated with the alliance for individuals with SMI in psychiatric 
rehabilitation programs. For people with SMI in vocational rehabilitation programs, 
research evaluating the concurrent associations with alliance indicates it is related to 
higher job satisfaction and hopefulness for future employment prospects (Donnell et al., 
2004), and higher work performance (Davis & Lysaker, 2007). In one prospective study, 
stronger alliance was related to a greater probability of obtaining employment and 
working more hours (Catty et al., 2008). 
Given the link between the alliance and outcomes for individuals with SMI, it is 
important to identify the factors that are related to the alliance, so that services can 
attempt to maximize the alliance. For example, developing awareness of aspects of client 
characteristics that may identify potential alliance challenges could enable service 
providers to anticipate and address potential challenges proactively through supervision. 
The factors associated with the strength ofthe alliance can be conceptualized as 
characteristics associated with the client, with the therapist, or within the program model 
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or system in which the services occur. These factors have been investigated with a 
variety of populations in various types of programs. However, they have not been 
investigated for individuals in psychiatric rehabilitation programs. To be considered a 
psychiatric rehabilitation program, the program must focus on serving individuals with 
SMI and primarily using an approach involving skills development, environmental 
supports, or both (Anthony & Liberman, 1986). Supported employment programs, which 
help individuals achieve their vocational and educational goals through skill development 
and provision of support, are good examples of psychiatric rehabilitation programs. A 
defining feature of supported employment from traditional vocational rehabilitation is a 
shift from a train-and-place to a place-and-train model (Corrigan, Mueser, Bond, Drake, 
& Solomon, 2009). In a train-and-place model, individuals are expected to undergo 
lengthy vocational training or preparation before being seeking employment. In a place-
and-train model, pre-placement preparation is brief with individuals quickly placed in 
positions, with the majority of skill development occurring while the individual is 
employed, instead ofbefore employment. 
Investigations of the factors associated with the strength of the alliance have been 
conducted in other types of rehabilitation programs, such as substance abuse 
rehabilitation (e.g. , Connors, DiClemente, Dermen, Kadden, Carroll, & Frone, 2000; 
Gamer, Godley, & Funk, 2008; Meier, Donmall, Barrowclough, McElduff, & Heller, 
2005), traumatic brain injury (TBI) rehabilitation (e.g., Sherer, Evans, Leverenz, Stouter, 
Irby, Lee, & Yablon, 2007), and substance abuse rehabilitation for individuals with TBI 
(e.g. , Corrigan & Bogner, 2007). Factors associated with the alliance with individuals 
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with SMI have also been explored in case management programs (e.g. , Chinman et al. , 
1999; Draine & Solomon, 1996), outpatient services (e.g. , Dunn, Morrison, & Bentall, 
2006), and inpatient settings (e.g., Johansson & Eklund, 2004; Svensson & Hansson, 
1999a; Svensson & Hansson, 1999b ). Finally, factors associated with the alliance in 
psychotherapy have been identified as well (e.g. , Derisley & Reynolds, 2000; Knobloch-
Fedders, Pinsof, & Mann 2004; Kokotovic & Tracey, 1990; Mallinckrodt, 1991; 
Mallinckrodt, Coble, & Gantt, 1995; Puschner, Bauer, Horowitz, & Kordy, 2005), but in 
studies that often exclude or have only a small percentage of people with SMI. Table 1 
identifies different client characteristics found to be significantly associated with client 
ratings of the alliance in psychiatric rehabilitation, other rehabilitation programs, 
psychotherapy, and for individuals with SMI. The table displays the characteristics 
identified for each respective body ofliterature in the columns, with the direction ofthe 
relationship with the alliance and type of analysis in the rows. Distinction is made 
between variables found to be significant through multivariate analyses and those that 
were not, as multivariate analysis allows for control of the effects of covariates and 
therefore indicates a potentially stronger relationship with the alliance for those 
characteristics. 
[INSERT TABLE 1- OVERVIEW OF SIGNIFICANT PREDICTORS OF 
ALLIANCE] 
11 
While the literature review for this paper did not identify any investigations of 
factors associated with the strength of the therapeutic alliance in psychiatric rehabilitation 
programs, a number of client characteristics or factors have been shown to have a 
relationship to the alliance across different program types and populations, indicating that 
there may be some common predictors of the alliance. Table 2 identifies the potential 
common predictors of the alliance identified through this literature review, and indicates 
the studies supporting these characteristics, the clinical population they came from, the 
setting of the study, the alliance instrument used, and the direction of any significant 
relationships found. 
As Table 2 summarizes, age, education, motivation/readiness, and social support 
have all been found to be positively associated with client ratings of alliance across 
multiple program types or populations. Being older, having more education, being more 
motivated for change, and having more social support are all associated with having a 
stronger alliance. For example, older individuals might have more overall experience 
developing relationships, less resistance to individuals in authoritative or expert roles, 
and more experiences of difficulties in functioning that may make them more open to 
receiving or seeking help, all of which may lead to better alliance formation. Of three 
studies identified in Table 2 to find a positive association between age and alliance, 
Draine and Solomon (1996) were the only authors to offer an explanation ofthis 
particular finding, and offered two similar explanations. They examined the alliance for 
individuals with SMI in case management programs and suggested that institutional 
treatment history, more common among older adults, may enhance the working 
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relationship, as individuals may be more compliant (i.e., less resistant to authority) as a 
result of these experiences. They also suggested that the natural aging process and 
disaffiliating experiences, referred to as history of state hospitalization, homelessness, or 
criminal arrest and which certainly indicate difficulties in functioning, result in loss of 
natural social support networks which may lead to more motivation to develop stronger 
alliances with case managers. Concerning the positive relationship between education 
and the alliance, individuals with higher levels of education may have better 
communication skills, contributing to better alliance formation. Those more motivated to 
find work may find more value in the goals and tasks of the services provided, leading to 
more favorable impressions of the alliance. Finally, those with more social support may 
be more likely to have well-developed social skills, making it easier for them to form new 
relationships. 
It is important to note that these characteristics were selected because they had 
been found to be consistently related to the alliance across more than one population or 
program type, suggesting that they may be more likely to have a relationship to the 
alliance for individuals with SMI within a psychiatric rehabilitation program than other 
possible potential client characteristics that have not shown as consistent of an 
association. This is not to say that all findings in these other bodies of literature 
necessarily apply to psychiatric rehabilitation, but rather that a variable shown to be 
associated with the alliance across more than one population or program type might be 
expected to also be associated with the alliance in a psychiatric rehabilitation program. 
There was no theoretical rationale behind the selection of these variables. 
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The initial alliance, defined as the level of the alliance after the first meeting, is of 
interest due to the link between the early alliance and program retention in people with 
schizophrenia (Kreyenbuhl, Nossle, & Dixon, 2009). Previous studies have shown that 
client characteristics are associated with the initial alliance (e.g., Chinman, Rosenheck, & 
Lam, 1999; Derisley & Reynolds, 2000; Kokotovic & Tracey, 1990), and some research 
has shown this for individuals with SMI (Chinman et al., 1999). Two of the common 
predictors, education (Chinman et al. , 1999) and motivation/readiness (Derisley & 
Reynolds, 2000), were found to have a significant relationship in studies investigating the 
initial alliance, with Chinman and colleagues (1999) having focused on individuals with 
SMI. 
[INSERT TABLE 2- POTENTIAL COMMON PREDICTORS] 
Consequently, this study explored whether those factors found to be associated 
with client ratings of the alliance across different populations and program types were 
also related to client ratings of the alliance in a supported employment program. The 
specific hypotheses of this study were that: 
1. Age will be positively related to the perceived alliance, with older age predicting 
higher alliance ratings. 
2. Education level will be positively related to the perceived alliance, with higher 
educational levels predicting higher alliance ratings. 
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3. Motivation/readiness for change will be positively related to the perceived alliance, 
with higher perceived need for change predicting higher alliance ratings. 
4. Social support will be positively related to the perceived alliance, with a larger 
social network size predicting higher alliance ratings. 
Methods 
Study Overview 
All data for this study were collected by a supported employment program in 
Southern Maine as part of their own administrative processes upon intake to the program, 
and were de-identified prior to being made available for analysis. All participants 
received services through the supported employment program, operated within the 
outpatient psychiatry clinic of a local hospital, and which is part of a larger Department 
ofVocational Services (DVS) consisting ofthe studied and numerous other programs. 
Program Description 
In the supported employment program, a single employment specialist delivers 
the majority of services. Occasionally, other DVS employment specialists may provide 
services, such as job coaching, to a client in this program. The employment specialist 
was a Caucasian female, approximately fifty years old, with a Master's degree in 
Rehabilitation Counseling and four years experience in her position as of the time of the 
first alliance rating. 
The description of the philosophy and structure of the supported employment 
program will be framed in terms of the principles of the Individual Placement and 
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Support (IPS) model of supported employment (Drake, Bond, & Becker, 2012), the most 
standardized, widely used, and widely recognized model of supported employment. 
These principles are: 1) that anyone who wants to work is eligible for services, 2) the 
goal of services is competitive employment, 3) employment services are integrated into 
mental health services, 4) client preferences are honored with respect to job type sought 
and disclosure of psychiatric disability to prospective employers, 5) personalized benefits 
counseling is provided, 6) job searches start soon after an interest in work is expressed, 7) 
follow-along vocational supports are provided after a job is obtained, with services 
continuous and not time-limited, and 8) systematic job development services are 
emphasized. 
The supported employment program is dedicated to competitive employment, and 
clients who are receiving services through the clinic are not excluded on any basis. The 
employment specialist is an active team member of the three treatment teams within the 
clinic, participating in weekly clinical meetings, and is thoroughly integrated into the 
teams, including co-location of office spaces. Services are client driven, and the 
employment specialist is trained in benefits and work incentives by the Department' s 
Work Incentives and Planning Assistance (WIP A) services program, and the WIP A 
services Community Work Incentive Coordinators are also available to directly meet with 
the clients. Job searches are usually initiated within 30 days of program intake, if not 
sooner. The employment specialist actively cultivates relationships with potential 
employers, based on the preference of the client and whether the client is comfortable 
with disclosure. 
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As with the IPS model, services in the supported employment program can be 
provided for as long as desired by the client under the primary program funding source, 
as long as a physician is willing to order the service every six months. Typically, 
services consist of assistance with identification of vocational and educational goals, 
strengths, and other resources that can assist in achieving those goals, skill development, 
job search support and job development, and ongoing support services once employment 
is obtained. After the intake has been completed and goals identified, an individualized 
employment plan is created emphasizing the development of resume writing, job search, 
interviewing, job maintenance, or other skills, with the intensity of skill development 
depending upon individual needs. Job search and job development efforts are usually 
underway within the fourth week of services. Either the employment specialist or the 
client takes the lead in job search and job development activities, depending on the 
individual's desire to disclose psychiatric disability or not, or the degree that s/he desires 
to disclose. All activities are framed in terms of skill development and processed with 
the client before beginning the activity and upon completion, providing feedback about 
skill performance and reinforcement of previous skill development efforts. If the 
employment specialist is the lead contact with a potential employer in job development 
efforts, it provides an opportunity for the employment specialist to demonstrate or model 
the application of targeted skills for the client, showing the individual how to perform the 
skill in real world enviromnents, thereby providing an opportunity for further skill 
development by the client. All services, including job development, must be provided in 
the presence of the client to be billable. 
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However, this program did have some limitations with respect to the 
implementation of supported employment based on accepted fidelity criteria established 
for the IPS model (Drake et al., 2012). The most significant limitation was the caseload 
size, which was approximately 50 individuals, higher than the recommended caseload of 
20 individuals per employment specialist (Drake et al., 2012). This high caseload limited 
the amount of community-based job development and follow-along supports provided, 
though community-based job development and provision of follow-along supports still 
occurred in this program. 
Sample 
A total of 70 individuals who completed an intake into the supported employment 
program between 10/1/2010 and 1/1/2012 and who also completed an alliance assessment 
were included in this study. Individuals served in the supported employment program are 
over the age of 18, and must have had an Axis I diagnosis and a referral from an 
attending physician in the clinic in order to be served. Given that individuals must have 
an Axis I diagnosis for program eligibility, and are seeking services due to difficulties in 
employment (a major life activity), all individuals served by the program can be 
considered to have SMI, as previously defined. Table 3 shows the descriptive statistics 
for socio-demographic and other variables for the analyzed sample. 
[INSERT TABLE 3- SAMPLE DEMOGRAPHICS AND DESCRIPTIVES] 
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Measures 
All of the data for this study were collected upon intake into the program. The 
alliance and motivation/readiness for change were assessed at intake using validated 
instruments. All other data at the same point in time were available through 
administrative records, and so are limited to what had been captured by the existing 
program processes at intake. 
Session Rating Scale: The dependent variable, the alliance, was measured using the 
Session Rating Scale (Duncan, Miller, Sparks, Reynolds, Brown, & Johnson, 2003). The 
SRS was based on Bordin's (1979) conceptualization ofthe therapeutic alliance, which 
includes the bond between therapist and client, agreement on the goals of therapy, and 
agreement about the tasks to take to achieve those goals. The SRS consists of four 10 
em-long visual analog scales: a relationship scale (bond), a goals and topics scale (goals), 
an approach and methods scale (tasks), and an overall perception of the session scale. 
Figure 1 provides an example ofhow the SRS items appear. Individuals are given the 
prompt "please rate today' s session by placing a hash mark on the line nearest to the 
description that best fits your experience." 
[INSERT FIGURE 1- SAMPLE SRS ITEM] 
The ratings correspond to the degree to which the client thinks that the session 
met these characteristics. The SRS is scored by summing the marks made by the client to 
the nearest centimeter for each scale, resulting in a possible range of scores from 0-40. 
Duncan and colleagues (2003) found the SRS to have a high degree of internal 
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consistency (Cronbach's alpha= .88) and moderate test-retest reliability (Pearson's r of 
.64 based on six administrations occurring over a period of four weeks to three months, 
.70 ifbased on first to second administration only). The SRS was also deemed to have 
adequate concurrent validity based on significant association with the HAQ-II, a widely 
used measure of the alliance, and was also found to correlate with outcomes as other 
alliance measures have (Duncan et al., 2003). Originally used with individuals in 
psychotherapy (e.g., Miller, Duncan, Brown, Sorrell, & Chalk, 2006), the SRS has also 
been used with individuals with SMI (Bohankse & Franczack, 2010). The SRS was 
developed specifically to be completed at the end of each session of counseling or 
psychotherapy for the purpose of providing instant feedback about the state of the 
alliance and enabling tracking of the alliance over time (Duncan et al., 2003). 
The SRS used in this study had been modified slightly, so that client responses to 
questions were recorded on a six-em long response scales rather than 10-cm long 
response scales. The wording of the scales was not changed, other than the term 
"therapist" being replaced by "employment specialist". The internal consistency 
(Cronbach's alpha) ofthe modified SRS was found to be .61, as used with this sample. 
This is slightly below the generally accepted cut-off point of. 70 for internal consistency 
(Nunnally, 1976), but nevertheless highly statistically significant. 
Need for Change Scale: Motivation/readiness refers to the client's perceived need for 
change in employment at the time of program intake. This was measured at intake 
through the Need For Change scale (NFC; Casper, 2003), a self-report version of the 
scale contained in the Readiness Determination component of Boston University's 
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Psychiatric Rehabilitation technology (Anthony, Cohen, & Farkas, 1990). The NFC 
scale has previously been used to assess readiness for work in supported employment 
programs (Casper & Carloni, 2006), although participation in evidence-based supported 
employment (Drake et al., 2012) is not based on client level of perceived readiness. 
According to Casper and Carloni (2006), two studies involving 530 individuals found 
"this self-report version is a valid summary index of consumers' felt need for change in 
employment status" (p. 1431 ). The NFC scale consists of a single four-point Likert scale, 
with each anchor defined by a brief statement related to satisfaction with current 
employment status and felt need for change, resulting in a rating from one to four, with 
one being an urgent need for change and four being no perceived need for change. 
All other independent variables were captured using the DVS program intake and 
other administrative forms completed during the initial meeting with the employment 
specialist, including age, education, and social network size, considered a social support 
variable. Age was the client's chronological age at the time of program intake. 
Education was recorded as the highest level of schooling completed by the individual at 
the time of program intake, coded as "some post-secondary education" (yes or no) for 
purposes of analysis. Social support was not formally assessed, but was defined as the 
individual's social network size, determined by a count of the number of people 
identified by the client in response to the question, "Who do you spend time with?" 
Additional demographic and other potential independent variables were also 
available through the program administrative database. These were not hypothesized to 
have a relationship to the alliance, but were nevertheless explored. These additional 
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variables were diagnosis, coded as schizophrenia/schizoaffective disorder or other 
psychosis, yes or no; gender; previous work history, defined as any reported work history 
within the year prior to program intake (yes or no); and whether the individual received 
entitlements, coded as receipt of Social Security, yes or no (specific data on income from 
Supplemental Security Income or Social Security Disability Income were not available). 
Other potential independent variables included criminal history, defined as whether the 
client reported ever having been arrested, coded as yes or no; substance use, defined as 
whether the client reported ever using "street drugs and alcohol", coded as yes or no; 
race, defmed as the self-identified racial background ofthe individual and coded as 
"Caucasian", yes or no; and marital status, coded as "ever married", yes or no. 
Procedures 
The alliance between the client and this employment specialist and client 
motivation/readiness to change was assessed upon intake to the program as part of the 
DVS performance improvement and quality assurance processes. The alliance 
assessments were being incrementally implemented throughout the department' s 
programs, beginning with the supported employment program studied, and were 
consistently collected upon intake. The alliance measure was included as part of the 
packet of intake paperwork completed by the employment specialist and client during 
their initial meeting. The alliance rating was completed at the end of the initial meeting 
by the client and given to the employment specialist in order to able to provide immediate 
feedback about the client' s perspective of the alliance and to prompt discussion between 
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the client and employment specialist about it. Other variables of interest were available 
through administrative records. 
The study was reviewed and received an exemption, waiver of informed consent, 
and waiver of authorization from the hospital and Boston University Charles River 
Campus IRBs. 
Analyses 
The analyses consisted of three main steps. All analyses were conducted using 
SPSS 20. First, descriptive statistics for all the variables were generated. In accordance 
with Kleinbaum, Kupper, Muller, and Nizam (1998), all data were visually inspected and 
assessed to insure that there were no violations of the assumptions of independence, 
linearity, and normality. 
All continuous variables were assessed for skewness and kurtosis by using a 
threshold of absolute skewness/SEskew or absolute kurtosis/SEkurt ratio of 2 or less to 
indicate approximate normality. These variables were also inspected visually through the 
use of histograms and quartile comparison plots. Scores for the dependent variable, the 
alliance as measured using the modified SRS, were found to be strongly negatively 
skewed as well as leptokurtic (Skew= -2.168, SEskew =.287; Kurtosis =4.920, SEKurt 
=.566), with 73% of the scores being the maximum possible. This variable was initially 
transformed using the base 10 log function in SPSS. However, the alliance remained 
skewed after the log transformation (Skew =1.385). Consequently, the alliance was 
recoded as a binary variable, with those with the strongest alliance (maximum alliance 
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score) in one group (n =51), referred to as the "high" alliance group for this sample, and 
all others in another (n =19), referred to as the "low" alliance group for this sample. 
Second, bivariate analyses were conducted to evaluate the relationships among 
variables, first between all potential predictor variables, and then between the potential 
predictor variables and the alliance, using chi-square tests (for categorical variables), t-
tests (for categorical and continuous variables), and Pearson correlations (for continuous 
variables). These steps allowed for the assessment of potential intercorrelations among 
independent variables, and identified which independent variables were related to or 
differed by the alliance. 
The final step of the analysis consisted of a multiple regression analysis 
containing all of the significant predictor variables from the bivariate analyses. Table 3 
displays the number of observations available for each variable of interest. Missing data 
were handled through the use of pairwise deletion in the bivariate analyses, and through 
listwise deletion in the logistic regression analysis. An a-priori power analysis for a 
multiple regression analysis was also done before the dataset was received, which 
indicated that power would be sufficient (at least 0.80) for an expected sample size of 70, 
assuming a r =.20 effect size for the model, considered between a small to medium 
correlation effect size (Cohen, 1992), and all four hypothesized variables being included 
in a linear model. A linear model was planned before the distribution of the alliance 
scores was known, the scores were recoded, and a logistic model adopted. 
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Results 
Group differences 
In order to see which variables exhibited differences between the high and low 
alliance groups, t-tests and chi-square tests were conducted on continuous and categorical 
variables. Table 4 displays the independent variables for those with high alliance 
compared to those with low, as 72.9% of the individuals had a maximum alliance score. 
Differences were found among age (t =2.565, p =.013) and social network size (t =-2.441, 
p =.018) for those with high alliance, with those with high alliance being older and 
having a smaller social network size. 
[INSERT TABLE 4- ALLIANCE GROUP DIFFERENCES] 
Bivariate correlations 
Correlations were calculated among these two possible independent variables, age 
and social network size, and were found to be non-significant (r = -.213,p =.105). 
Because the t-tests and chi-square tests only indicated whether a variable differed for 
those with high and low alliance, not the degree to which a variable had a linear 
relationship with the alliance, bivariate correlations between the alliance variable and 
possible independent variables were calculated using Pearson's product-moment 
correlation. Client age (r =.297) was significantly correlated with the alliance (p =.013), 
indicating that older clients reported a higher alliance. Social network size was found to 
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be negatively associated with having a high alliance (r = -.308, p =.018), indicating that 
people with a smaller social network size had a higher alliance. 
Regression Analysis 
A stepwise logistic regression analysis was conducted to determine which 
bivariate predictors of alliance were most uniquely predictive of the alliance. A p <.15 
cutoff for entry into the model was used, with an exit cutoff of p <.1 0. Given the p <.15 
cutoff, work history (r = -.276,p =.052) and motivation/readiness (r = -.187,p =.138) 
were both significantly negatively related to the alliance, indicating that lack of work 
history within one year of intake and increased motivation to work were associated with 
having a high alliance score. These variables were also included with client age and 
social network size for entry in the regression analyses as predictor variables. A logistic 
regression analysis was then conducted using forward conditional stepwise selection, 
with client age, social network size, motivation/readiness, and work history entered as 
potential predictors of high alliance. Only client age at intake and social network size 
were retained in the fmal model. The model was significant compared to a constant only 
model (i = 10.178, p =.006, df =2). Prediction success for the model overall was 82.5% 
(93 .8% for strongest alliance, 37.5% for others), and the Hosmer and Lemeshow test 
indicated that the model was a good fit (x.,2 = 3.200,p =.921, df=8). Neither of the 
variables retained in the model were found to be uniquely significant predictors of high 
alliance at the p =.05 level, controlling for the other variable in the model. Client age at 
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intake was the closest to being statistically significant of the variables entered (Wald= 
3.605, p =.058). The regression results are presented in Table 5. 
[INSERT TABLE 5- REGRESSION RESULTS HERE] 
As noted in Table 5, 30 individuals (43% ofthe sample) were omitted from the 
logistic regression analysis due to listwise deletion, with 20 of those individuals missing 
work history data. This raises the possibility that those omitted from the analysis differed 
from those included for the dependent variable and potential independent variables 
considered for the model, thereby influencing the results observed. To determine if this 
was a possibility, t-tests and chi-square tests were run for the alliance and age, social 
network size, work history, and motivation/readiness. Results of this post hoc analysis 
showed that those omitted from the logistic regression analysis did not differ significantly 
at the p =.05 level from those included for any of these variables, suggesting that omitting 
these individuals from the logistic regression analysis did not likely significantly affect 
the results observed for the regression model. However, given that such a large 
proportion of individuals were dropped due to a single missing variable (work history), 
the regression model was re-computed without work history considered and 14 more 
individuals were included. Results of this post hoc analysis indicated that the model 
remained largely unchanged, though client age did shift from near statistical significance 
(p =.058) to statistical significance (p =.033), possibly due to the increase in power. 
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Discussion 
The bivariate analyses showed that client age and social network size were 
significantly associated with the alliance, lending support to one of the hypotheses, 
though neither was uniquely predictive of the alliance in the multiple logistic analysis. 
As expected, client age was found to be significantly and positively related to the initial 
alliance through the bivariate analyses, though the strength of the relationship was small. 
This is consistent with the findings of Johansson and Eklund (2004) and Draine and 
Solomon (1996) for individuals with SMI, and with those of Connors and colleagues 
(2000) for individuals in substance abuse rehabilitation programs. Contrary to the 
hypothesis, social network size was significantly negatively related to the alliance, with a 
smaller social network size associated with having a higher alliance rating. Among five 
studies that examined social support as a potential predictor of alliance, Chinman and 
colleagues (1999) was the only one focused on individuals with SMI, and found no 
significant relationship between the alliance and social supports. All other studies 
reported a positive significant relationship, but were focused on individuals in other 
rehabilitation programs (Connors et al. , 2000; Garner et al. , 2008; Meier et al. , 2005) or 
psychotherapy (Mallinckrodt, 1991 ). 
One possible explanation for this unexpected finding could be a sort of 
"loneliness" effect, where the desire to form a supportive relationship in the absence of 
other supportive relationships led to an optimistic perception that one such relationship 
was being initiated. Draine and Solomon (1996) offered a somewhat similar explanation 
in their study of individuals with SMI receiving case management services. They found 
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that older individuals had higher alliance ratings, and suggested this was because the case 
manager had become a key provider of social support to older individuals who generally 
have fewer natural supports upon which to rely, and who thus valued this relationship 
more than younger individuals with more supports. 
It is also possible that individuals with smaller social network size have more 
difficulty reading social cues, and consequently might overestimate the strength of 
alliance based on misreading of or missing of cues that may indicate a poor relationship, 
especially given the limited amount of information available after a single meeting on 
which to base that assessment. While neither client age nor social network size remained 
uniquely significant when controlling for the effects of the other in the logistic regression 
analysis, the fact that they were significant at the bivariate level indicates that client age 
and social network size are associated with the strength of the alliance for individuals 
with SMI receiving supported employment services in this program. If these findings are 
replicated in other studies of supported employment programs and with more 
employment specialists, they would suggest that additional efforts may be warranted 
early in engagement to maximize the working alliance in younger clients and those with 
more social support. 
Interestingly, the two hypothesized variables that were found not to be related to 
the alliance in this study, education and motivation/readiness, were the only two 
investigated that had previously been found to be associated with the initial alliance in 
psychotherapy (Derisley & Reynolds, 2000) or in studies of people with SMI receiving 
case management services (Chinman et al. , 1999). One possible reason that only one of 
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the hypothesized relationships were confirmed is the skewness observed in the alliance 
ratings, with nearly three-quarters of the sample having the strongest alliance rating. 
Even though the alliance was recoded as a binary variable, this imbalance limited the 
amount of variance in the alliance with the sample, making it more difficult to show 
statistically significant findings. The high proportion of maximum alliance ratings 
observed in this study may have been due to the completion of the alliance measure in the 
presence of the employment specialist. This may have created a social demand 
characteristic where the client, hoping to receive valued services from the employment 
specialist, was reluctant to be seen as critical of the employment specialist to avoid the 
risk of damaging the relationship (Safran, Muran, Samstag, & Stevens, 2002). It is also 
possible that the alliance ratings were high due to how early in the relationship they 
occurred- there simply may not have been time for ruptures to develop or differences of 
opinions related to the goals and tasks at hand to become clear. This is consistent with 
the observations noted by some researchers ofU-shaped (e.g. , Gelso and Carter, 1994; 
Kivlighan & Shaughnessy, 2000) and V-shaped (e.g. , Stiles et al2004) patterns of 
alliance development, where the alliance starts out high, drops as challenges and ruptures 
emerge once services are underway, and then rises again as those challenges and ruptures 
are resolved or repaired. Additionally, given that all ratings were focused on the alliance 
with a single employment specialist, it is also possible that there was some particular 
characteristic of that employment specialist or something about the employment 
specialist's initial approach that influenced the ratings (e.g., Ackerman & Hilsenroth, 
2003) in an unexpected way. Additionally, power was limited for the multivariate 
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analysis as a result of listwise deletion for individuals with missing data in the logistic 
regression analysis, apparently slightly affecting the regression results as indicated by the 
post-hoc analyses. 
Given these limitations, it is recommended that the relationships between these 
client characteristics and the initial alliance be explored further. Future research on these 
characteristics should make use of ratings from as many different employment specialists 
as possible, to lessen the potential influence of any one employment specialist's 
characteristics or approach on the overall results. This would result in increased external 
validity/generalizability of any results. The alliance should also be measured at multiple 
points in time in addition to intake, enabling examination of relationships between 
variables when there has been more opportunity for the alliance to form. Multiple 
measurements of the alliance would also allow for the identification of patterns of 
alliance development over time for individuals receiving supported employment services. 
Additionally, perhaps using an alliance measure more geared towards research 
instead of clinical use would be helpful. An instrument designed specifically for research 
purposes may exhibit more acceptable levels of internal consistency with this particular 
or a similar population. On the other hand, there is a balance between the burden of 
measurement and usefulness of information gathered with any instrument. The SRS has 
the advantage of being able to be completed quickly and provide immediate feedback on 
the state of the alliance as perceived by the client to the psychiatric rehabilitation 
provider, with minimal burden, so its use should not automatically be ruled out. If the 
SRS is used, it is recommended that unmodified response scales be used to increase 
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comparability of findings to other studies using this measure. However, it is also possible 
that the use of this visual analog scale might not be optimal for this populatiol. as the 
lack of defined points within the response scale combined with instruction to L ark 
nearest to the statement agreed with may have resulted in individuals interpr, ing the 
scale as a two point scale, rather than what was intended by the developers. r e finding 
that ratings of the alliance are consistently high is not a new problem (e.g., Clpbell & 
Hemsley, 2009; Crits-Christoph, Ring-Kurtz, McClure, Ternes, Kulaga, et ad 2010); 
however, general! y a larger range of responses is typical! y observed, with fe, er 
maximum observations than with this sample. For example, Crits-Christoph and 
colleagues (2010) found 35% of their sample of people in psychotherapy to hL e 
maximum alliance ratings. 
The findings of this study suggest that common client characteristics associated 
with the alliance in other clinical populations or in clients with SMI receivinJ other 
services may not generalize to clients receiving supported employment. This may be 
partly due to the lack of variability in the alliance ratings, leading to reduced statistical 
power to detect effects. Limitations in the study design such as only obtainin~ an 
individual rating of the alliance and evaluating alliance with a single emploJ ent 
specialist may have contributed to this lack of variability in alliance ratings. 
Consequently, additional investigation is needed in order to help determine w,lhether the 
potential common predictors of the alliance investigated here (age, education[ 
motivation/readiness, and social support) are or are not, in fact, associated with the 
alliance for individuals with SMI receiving supported employment services. 
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Table 1. Client characteristics that significantly predict the alliance by body of literature 
Rater, Psychiatric Direction Rehabilitation Other Rehabilitation Individuals with SMI Psychotherapy (Analysis) 
Client rated, None Demographic: Age•; Educationg Demographic: Agem,n ; Education1; Sociallinte1personal 
Positive Sociallinte1personal functioning: Homeless past 60 days
1 fimctioning: Social supports; 
(Multiple General social supportc, ct; Motivation/readiness: Suitability Interpersonal relationships
1
; 
regression) Attachment Security Indexct; ICL-P for therapyctct; Multiple perceived Mother overprotectiveu; Adult 
Complaisance scaler needs11 Attachment- Closeu; 
Motivation/readiness: Motivational Diagnostic/symptomatic: Motivation/readiness: Stage of 
readiness to change•; Treatment Low hostility-suspicion11; Group change- Contemplation w 
readinessct; Reasons for quittingc; mean insighti; Awarenessbb; Other: Expectations for 
Problem orientationc Personal Insightbb,ctct; Self- relationshipx; Absolute 
VJ Diagnostic/symptomatic: ASI Understandingbb congruence on expectations for 
VJ 
. h relationshipx Psychiatric co-morbiditl Other: Multiple program contacts ; 
Other: Perfect attendanceb Earlier timepoint alliance score
1 
Client rated, None Demographic: Education• Demographic: Race (Caucasian); Social/interpersonal 
Negative Sociallinte1personal functioning: Gender male
1 functioning: Father 
(Multiple ICL-T Dominance scaler; ICL-P Social/interpersonal functioning: overprotectiveu; Father careu; 
regression) Dependence Scaler Social functioningi Adult Attachment- Anxiet/ 
Motivation/readiness: External Diagnostic/Symptomatic: PANSS Diagnostic/Symptomatic: 
pressured autistid Hostility· 
1 
Diagnostic/Symptomatic: Level of 
depression• 
Client rated, None Demographic: Age• Demographic: Agem Social/interpersonal 
Positive BrYcial!interpersonal-ftenctioning-. --f)fagnosticlsymptomatic. j_unctioning: Social SUQQOrts; (Simple Socialization•; Perceived social Insightk,q; Symptomscc liP- Hard to Be Assertive
2
; liP-
regression) 
support•; General social supportc.ct; CX- Exploitablez; IIP-CX-
Attachment Security Indexct Other: Perceived level of target Overly nurturant
2
; Adult 
complaintscc Attachment- Close•• 
u.l 
+:>. 
Rater, 
Direction 
(Analysis) 
Client rated, 
Negative 
(Simple 
regression) 
Psychiatric 
Rehabilitation 
None 
Other Rehabilitation 
Motivation/readiness: Readiness to 
change3 ; Reasons for quittingc; 
Desire for helpct; Treatment 
readinessd; Problem orientationc 
Diagnostic/symptomatic: Absence of 
Axis II comorbiditl 
Other: Self-Efficacl; Treatment 
confidenced 
Demographic: Educational level• None 
Social/interpersonal functioning: 
Cautious Personality Indexc 
Motivation/readiness: External 
pressured 
Diagnostic/symptomatic: Level of 
depressiona; Hostilitl; Anxietl 
Other: Meaning seeking•; Recovery 
environment riskc; Treatment 
Expectations Indexct No of days used 
heroinct 
Individuals with SMI Psychotherapy 
Other: Expectations for 
relationshipx 
Social/interpersonal 
functioning: Father 
overprotective"; Adult 
Attachment- Anxiety score"; 
Marital satisfaction- Family 
history of distressv; Marital 
Satisfaction- Global distressv; 
Marital satisfaction- Affective 
communicationv; Marital 
satisfaction- Sexual 
dissatisfaction v; A voidanceY; 
Factor representing hostility, 
exploitation, dominance2 
Notes: 3Connors et al. , 2000 kWittorf et al. , 2009 VKnobloch-Fedders, Pinsof, & Mann 2004 
bCorrigan & Bogner, 2007 1Chinman et al., 1999 wDerisley & Reynolds, 2000 
CGamer et al. , 2008 mJohansson & Eklund, 2004 XAl-Darmaki & Kivlighan, 1993 
ctMeier et al. , 2005 "Draine & Solomon, 1996 YGaston, et al. , 1988 
------everneulerat~1.-998 qllarrowclcnrgh;-et-at -;-20t - Muran-;-Segal;-Samstag;-&-€rawford;+ 994,---------
rDeWeert-Van Oene & deJong, 2006 'Puschner, Bauer, Horowitz, & Kordy, 2005 ••satterfield & Lyddon, 1995 
gSherer et al. , 2007 5Mallinckrodt, 1991 bbSvensson & Hansson, 1999a 
11Klinkenberg et al., 1998 1Kokotovic & Tracey, 1990 ccSvensson & Hansson, 1999b 
iJohnson et al. , 2008 "Mallinckrodt, Coble, & Gantt, 1995 ctctDunn, Morrison, & Bentall, 2006 
Table 2- Potential common predictors of the alliance 
Body of Alliance Motivation/ Social 
Literature Study Population, Setting, Intervention Measure N Age Education Readiness Support 
Psychiatric None 
Rehabilitation 
Johansson & Adults, psychiatric in-patient care 
HAq-TI 61 + Eklund, 2004 
Draine & Adults, ACT case management program 
WAI 86 + Individuals Solomon, 1996 
with SMI Chinman et al., Adults, case management program for 
WAI 3311 + 0 1999 homeless 
Dunn, Morrison, Adults, outpatient, CBT for individuals 
CALPAS 29 + 
\.;.) & Bentall, 2006 with psychosis 
Vl Connors et al. , Adults, outpatient and aftercare, substance WAI 1147 + - + + 
2000 abuse 
Other Sherer et al. , 2007 Adults, outpatient post-acute rehabilitation CALPAS 58 0 + 
Rehabilitation for individuals w/TBI 
Garner et al., 2008 Adolescents, outpatient, substance abuse WAI-S 295 0 + + 
Meier et al., 2005 Adults, residential, substance abuse WAI-S 187 0 0 + + 
Mallinckrodt, Adults, university and community WAI 102 + 
1991 outpatient, general counseling 
Psychotherapy . 
1 Dens ey & Adults, outpatient, general psychotherapy ARM 49 + 
Reynolds, 2000 
Notes: +=variable assessed and positive relationship found, - = variable assessed and negative relationship found, 0= variable assessed and 
no relationship found, blank cell= variable not assessed; W AI= Working Alliance Inventory, W AI-S= Working Alliance Inventory-Short 
Version, HAq-TI= Helping Alliance Questionnaire TI, CALPAS= California Psychotherapy Alliance Scale, ARM= Agnew Relationship 
Measure 
Table 3- Characteristics of the sample (N = 70) 
Characteristic n Mean±SD Min Max 
Continuous or Ordinal 
Age at intake in yrs 70 43.00 ± 10.67 23 65 
Social network size 59 1.47 ± 0.88 0 4 
Motivation/Readiness for change at intake3 64 2.11 ± 0.98 1 4 
n Overall ff % 
Categorical 
Gender (male) 31 70 44.3 
Education (some postsecondary) 39 64 60.9 
History of work within past year (yes) 28 50 56.0 
Receiving Social Security (yes) 17 70 24.3 
Criminal history (yes) 19 67 28.4 
Substance use history (yes) 26 67 38.8 
Race (Caucasian) 67 70 95.7 
Marital status (ever married) 29 70 41.4 
Diagnosis (schizophrenia/ schizo affective/ 13 68 19.1 
other psychosis) 
Highest possible alliance score (yes) 51 70 72.9 
Notes: 3Measured using a 4 point Likert scale, with 1 =Urgent Need for Change, 4=Don' t 
want a change; bOverall n for a particular variable may be less than 70 due to missing 
values for that variable. 
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Table 4- Comparisons between those with high and low alliance 
High Low 
Alliance Alliance 
Characteristic (n=51) (n=19) tor x.,2 p 
Demographic 
Age at intake in yrs, mean ± SD 44.9 ± 9.9 37.8± 11.2 2.565 .013 * 
Gender, % male (n) 41.1% (21) 52.6% (10) 0.736 .391 
Education, % some postsecondary (n) 60.4% (29) 62.5% (10) 0.022 .882 
History of work within past year, % yes 48.7% (19) 81.8% (9) 3.815 .051 
(n) 
Entitlements, % receiving Social 25.5% (13) 21.1%(4) 0.148 .700 
Security (n) 
Criminal history in lifetime, % yes (n) 29.4% (15) 25.0% (4) 0.117 .733 
Race, % Caucasian (n) 94.1%(48) 100.0% (19) 1.168 .280 
Marital status,% ever married (n) 45.1% (23) 31.6% (6) 1.043 .307 
Social/interpersonal functioning 
Social network size, mean ± SD 1.3 ± 0.8 1.9 ± 0.9 -2.441 .018* 
Motivation/readiness 
Motivation/Readiness for change at 2.0 ± 1.0 2.4 ± 0.9 -1.503 .138 
intake a, mean ± SD 
Psychiatric Diagnoses 
Diagnosis, % schizophrenia, 16.0% (8) 27.8% (5) 1.187 .276 
schizoaffective, or other psychosis (n) 
Substance use in lifetime, % yes (n) 35.3% (18) 50.0% (8) 1.109 .292 
Notes: aMeasured using a 4 point Likert scale, with 1 =Urgent Need for Change, 4=Don' t 
want a change; *Significant at the p =.05 level (2-tailed) 
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Table 5- Stepwise logistic regression results predicting high alliance (n =40a) 
Predictor 
Client age at intake 
Social network size 
B 
.094 
-.827 
Wald 
3.605 
2.371 
aListwise deletion for logistic regression resulted in a reduced n. 
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df 
1 
1 
p 
.058 
.124 
Figure 1. Sample SRS item 
We did not work on or 
talk about what I 
wanted to work on and 
talk about. 
Goa l and Topi 
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We worked on and 
talked about what I 
wanted to work on and 
talk about. 
The alliance in psychiatric rehabilitation: 
II. The relationship between the initial alliance and program and employment 
outcomes in a supported employment program 
40 
Abstract 
Background: Prior research suggests the therapeutic alliance is associated with 
outcomes for individuals with SMI in psychiatJ.ic rehabilitation programs. However, only 
one published study found a prospective relationship between alliance and outcomes, and 
no studies have evaluated the prospective relationship between the initial alliance and 
outcomes in a supported employment program. Aims: This study examined whether the 
initial alliance upon intake to a supported employment program was associated with 
program or employment outcomes. The initial alliance was of interest due to a 
recognized link between the early alliance and retention in programs for individuals with 
schizophrenia, one of the populations targeted by psychiatric rehabilitation programs. 
Methods: An administrative, de-identified dataset was made available for analyses. All 
data had been collected upon intake by program administrative processes as described in 
Study 1, or were extracted from administrative databases for the six months following 
intake. Bivariate analyses identified variables that were significantly related to each 
outcome. Significant variables were then entered into either a linear or logistic forward 
stepwise regression model. Results: As noted in Study 1, seventy-three percent of the 
sample had the highest possible alliance rating. Only seventeen percent of individuals in 
the sample obtained employment in the timeframe studied. The initial alliance was not 
found to be significantly related to program retention, amount of services received, or 
obtaining employment six months after intake. Conclusions: The lack of variability in 
alliance ratings may have hindered the ability to find significant relationships between the 
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alliance and work or employment outcomes. In addition, the low rate of competitive 
work over the six-month follow up period limited power to detect significant effects. It is 
recommended that the relationship between the initial alliance and these program and 
employment outcomes be explored in further research that overcomes limitations of the 
present design to determine if there truly is no association. Future research should use 
ratings for multiple employment specialists, assess the alliance at additional points in 
time beyond intake or when the alliance has had more time to form, examine programs 
with stronger fidelity to evidence-based supported employment and use a follow up 
period longer than six months to maximize the number of individuals obtaining 
employment. 
42 
Introduction 
In order to best serve individuals with serious mental illness, it is important to 
understand the factors that contribute to successful outcomes. The therapeutic alliance, 
commonly defined as consisting of agreement between therapist and client on both the 
goals and tasks of therapy as well as the bond between these individuals (Bordin, 1979), 
has been found to be a major contributor to outcomes in psychotherapy, accounting for 
twice the variance in outcome (30% vs. 15%) as the specific intervention used (Lambert 
& Barley, 2002). Multiple recent systematic reviews (meta-analyses) of hundreds of 
studies have found between small and medium correlation effect sizes (Cohen, 1992) 
between the alliance and client outcomes, ranging from r =.22 to .26 (Horvath & Bedi, 
2002; Horvath & Symonds, 1991; Martin, Garske, & Davis, 2000). Client ratings of the 
alliance tend to be more predictive of outcomes than therapist or observer ratings 
(Horvath & Bedi, 2002; Horvath & Symonds, 1991). These findings have led to the 
alliance being described as a "demonstrably effective" element of the therapy relationship 
(Norcross, 2002). 
These reviews have focused primarily on the psychotherapy literature, which 
includes a broader range of individuals than just those with serious mental illness (SMI), 
defined as being over the age of 18 and having a DSM-IV psychiatric diagnosis that 
substantially interferes with or limits one or more major life activities, such as work 
(Federal Register, 1993). The generalizability ofthese findings to the population of 
interest in this study, individuals with SMI, is called into question, although some 
43 
research suggests the relationship may be critical for those with SMI (e.g., Goering & 
Stylianos, 1988). Some research, though much less than the broader range of studies on 
the alliance, has found that the alliance is related to outcome for individuals with 
schizophrenia or other SMI (e.g. , Chinman, Rosenbeck, & Lam, 2000; Davis & Lysaker, 
2007; Frank & Gunderson, 1990; Gehrs & Goering, 1994; Goldberg, Rollins, & McNary, 
2004; Neale & Rosenbeck, 1995; Solomon, Draine, & Delaney, 1995) in various types of 
programs. 
Outcomes associated with the alliance for individuals with SMI in psychotherapy 
programs include retention in programs, adherence to treatment, global psychopathology, 
and positive symptoms of schizophrenia, interpersonal relationships, and denial of illness 
(Frank & Gunderson, 1990). However, much of the research on the relationship between 
the alliance and outcomes for individuals with SMI has focused on case management 
programs. Outcomes predicted by the alliance in these programs include symptoms 
(Klinkenberg et al. , 1998; Neale & Rosenbeck, 1995; Solomon et al. , 1995), global 
functioning, community living skills, client and case manager perception of outcome 
(Neale & Rosenbeck, 1995), days ofhomelessness and general life satisfaction (Chinman 
et al. , 2000), quality oflife and insight into benefit of medication (Solomon et al. , 1995), 
and satisfaction with services (Klinkenberg et al. , 1998). There is also some preliminary 
evidence that the quality of the alliance is associated with outcomes for individuals with 
SMI in psychiatric rehabilitation (Gehrs & Goering, 1994) and vocational rehabilitation 
programs (Catty, Lissouba, White, Becker, Drake, et al. , 2008; Davis & Lysaker, 2007; 
Donnell, Strauser, & Lustig, 2004). 
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Although the alliance has been found to be positively related to vocational 
functioning in individuals with SMI in vocational rehabilitation programs, the overall 
body of literature is limited, with almost all studies examining the relationship between 
the alliance and employment concurrently rather than prospectively. In the concurrent 
studies, a stronger alliance was positively associated with more job satisfaction, a better 
view of future employment prospects (Donnell et al., 2004), and higher work 
performance (Davis & Lysaker, 2007). Two studies examined the prospective 
association between the alliance and subsequent employment outcomes. Catty and 
colleagues (2008) examined IPS model supported employment compared to traditional 
train-then-place model vocational services in six European centers, and reported a 
stronger alliance with the vocational counselor predicted greater probability of obtaining 
employment and more total hours worked. Catty and colleagues used the Health Alliance 
Scale to measure the alliance, a five item scale found to be strongly correlated to the 
Working Alliance Inventory for a sample of individuals with severe psychosis being 
served in an assertive community treatment program (Bale, Catty, Watt, Greenwood, & 
Bums, 2006). These concurrent and prospective studies indicate that the alliance 
generally has a positive relationship to retention in the program and employment 
outcomes. 
The second prospective study examined the relationship between alliance and 
supported employment outcomes using a brief six item scale devised for that study, but 
did not find a relationship between the alliance and days of paid employment or job 
tenure (Kukla & Bond, 2009). The six items addressed emotional support, 
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instrumental/informational support, frequency of performance feedback, stressfulness of 
the relationship, how critical the vocational worker was of the client, and overall 
satisfaction. The findings of a lack of association between the alliance and work 
outcomes could be due to the limitations of the alliance scale used, as it did not capture 
the goal component of the alliance. 
The initial alliance, defined as the level of the alliance after the first meeting, is of 
particular interest, due to the recognized link between the early alliance and program 
retention in people with schizophrenia (Kreyenbuhl, Nossle, & Dixon, 2009). However, 
none of the studies identified that investigated the relationship between the alliance and 
outcomes for individuals with SMI in vocational rehabilitation programs examined the 
initial alliance. Only two studies evaluated prospective associations, one of which did 
not use an established measure of the alliance and only one study (Catty et al., 2008) 
found any relationships. Consequently, more research is needed in this area. 
This study was aimed at evaluating whether the initial working alliance with an 
employment specialist is associated with program retention and the following program 
and employment outcomes: acquisition of employment, time to employment, job tenure, 
total hours worked, quantity of program contacts, and quantity of services delivered. The 
specific primary hypotheses of this study were that: 
1. A stronger alliance will predict longer retention in the supported employment 
program. 
2. A stronger alliance will predict a greater likelihood that the person will obtain 
employment. 
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Secondary hypotheses that this study intended to test are: 
3. A stronger alliance will predict more times seen by an employment specialist, 
controlling for length of time spent in the program. 
4. A stronger alliance will predict a higher quantity of services received (total minutes 
of services provided), controlling for length of time spent in the program. 
5. A stronger alliance will predict a shorter time to first employment. 
6. A stronger alliance will predict a longer employment experience (more days 
worked) for the first job obtained. 
7. A stronger alliance will predict more total hours worked over the six-month period. 
Methods 
Study Overview 
This study consisted of a prospective examination of the relationship between the 
alliance at intake and outcomes six months later. As described in Study 1, all data for 
this study were collected by the supported employment program in Southern Maine as 
part of their own administrative processes upon intake to the program, and were de-
identified prior to being made available for analysis. For this study, additional data on 
program and employment outcomes were extracted from administrative and billing 
records for the six-month period following intake into the program and also made 
available for analyses. 
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Program Description 
In Study 1, the supported employment program was described in terms of the 
principles ofthe Individual Placement and Support (IPS) model of supported 
employment, for illustrative purposes, and characteristics of the employment specialist 
were also described and the services provided identified. As noted, the supported 
employment program significantly differs from the IPS model in a major way-the 
average caseload size of over 50 individuals is much higher than the recommended 
caseload of20 individuals. This large caseload size can limit the amount of community-
based job development and follow-along supports provided, though both still occurred. 
Sample 
The description of Study 1 reported details of the study participants. A total of 70 
individuals who completed an intake into the supported employment program between 
10/1/2010 and 1/1/2012 and who also completed an alliance assessment were included in 
this study. Briefly, participants were, on average, 43 years old (SD =1 0.67), Caucasian 
(95.7%), and predominantly female (55.7%), with 19.1% of individuals having a 
diagnosis of schizophrenia, schizo affective disorder, or other psychosis. Of the 71% of 
individuals reporting previous work history, the majority (56%) reported some work 
within the past year. The inclusion criteria were the same as for Study 1. 
Measures 
All of the data for this study were collected upon intake into the program or 
extracted from administrative databases for the period oftime six months after intake, 
and are limited to what had been captured by existing program processes. The alliance 
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and motivation/readiness for change were assessed at intake using the validated 
instruments described in Study 1, the Session Rating Scale (SRS; Duncan et al., 2003) 
and the Need for Change Scale (NFC; Casper, 2003). All independent variables for this 
study were as described in Study 1, with the exception that the SRS score was used as a 
potential independent variable instead of as a dependent variable for these analyses. 
The dependent variables were all extracted from program administrative and 
billing records. Program retention was defined as the length of time in days that an 
individual was enrolled in the program in the six months after intake to the program. 
Employment was defined as whether an individual was able to obtain paid employment 
within six months of intake. All employment was expected to be competitive. Time to 
employment refers to the number of days that passed between an individual's initial 
intake into the program and obtaining his/her first paid employment position. Job tenure 
was defined as the number of days that the individual was employed in the first job 
obtained. Total hours worked refers to the total number of hours that the individual 
worked during the six months following intake to the program. Number of times seen 
refers to the number of contacts between the client and employment specialist billed for a 
particular individual during that time period. The final dependent variable of interest, 
amount of services received, was defined as the total number of minutes ofvocational 
services the client received over the six-month study period. 
Procedures 
In the supported employment program, the majority of services are delivered by a 
single employment specialist. All data for this study were collected as described in Study 
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1, with the alliance measure included as part of the packet of intake paperwork completed 
by the employment specialist and client during their initial meeting. The alliance rating 
was completed at the end of the initial meeting by the client in the presence of the 
employment specialist, with the employment specialist able to see the form as soon as it 
was completed, providing instant feedback about the state of the alliance. The instrument 
used was developed specifically for this purpose (Duncan, Miller, Sparks, Reynolds, 
Brown, & Johnson, 2003). Additionally, program and employment outcome data were 
extracted from administrative databases for the six-month period oftime post program 
intake. 
The study was reviewed and received an exemption, waiver of informed consent, 
and waiver of authorization from the hospital and Boston University Charles River 
Campus IRBs. 
Analysis 
The analyses consisted of four main steps for the outcomes of interest. All 
analyses were conducted using SPSS 20. First, descriptive statistics for the program and 
employment outcome variables were generated. In accordance with Kleinbaum, Kupper, 
Muller, and Nizam (1998), all data were visually inspected and assessed to insure that 
there were no violations of the assumptions of independence, linearity, and normality. 
All continuous variables were assessed for skewness and kurtosis by using a 
threshold of absolute skewness/SEskew or absolute kurtosis/SEkurt ratio of two or less to 
indicate approximate nonnality. These variables were also inspected visually through the 
use ofhistograms and quartile comparison plots. Days in program (Skew= -1.683, 
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SEskew =.287; Kurtosis =2.092, SEKurt =.566), number of contacts (Skew= 1.217, 
SEskew =.287; Kurtosis =1.201, SEKurt =.566), amount of service received in minutes 
(Skew= 1.246, SEskew =.287; Kurtosis =1.366, SEKurt =.566), and the alliance were all 
found to have non-normal distributions, with 73% ofthe alliance scores at the maximum 
possible value. After transformation, the distributions of number of contacts and amount 
of services received were found to be approximately normal. LogDaysinProgram (log 
(185- DaysinProgram)) was no longer skewed, but was slightly leptokurtic (Kurtosis =-
1.353, SEkurt=.566). As in Study 1, given the lack of variability in the alliance ratings, 
the alliance was recoded as a binary variable, with those with the strongest alliance 
(maximum alliance score) in one group, referred to as the "high" alliance group for this 
sample (n =51), and all others in another, referred to as the "low" alliance group for this 
sample (n =19). 
Second, before beginning the bivariate and regression analyses, inter-correlations 
between the different dependent variables were calculated to identify those that were 
closely related, summarized in Table 6. If two dependent variables had a correlation 
above .80, one of the two variables was dropped. It was expected that some ofthe 
dependent variables would be strongly correlated with each other, such as number of 
contacts and amount of services received. In fact, number of total contacts and amount of 
services received were highly correlated (r =.926,p <.001). Consequently, number of 
contacts was dropped from the analyses because amount of services in minutes seemed a 
better measure of amount of services received, as an individual could have had many 
brief contacts but received relatively few minutes of services. However, since only 12 
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out of70 individuals obtained employment during the six-month follow-up period used, 
planned analyses for the hypotheses related to the employment outcomes hours worked, 
job tenure, and time to employment were dropped. 
[INSERT TABLE 6- DEPENDENT VARIABLE CORRELATIONS] 
Third, bivariate analyses were done to evaluate the relationships among variables, 
first between all the independent variables, and then between the independent variables 
(including the alliance) and each dependent variable, using t-tests and Pearson 
correlations (for continuous variables). These steps allowed for the assessment of 
potential intercorrelations among independent variables, and identified which 
independent variables were related to the each respective outcome. 
The fmal analytical steps consisted of assessing the effects of the alliance on the 
selected outcomes at six months post-intake through the use of a series of forward 
stepwise regression models, with the alliance and the potential independent variables for 
each dependent variable first identified through bivariate analyses entered into the model, 
using a forward stepwise selection process. The criteria for a variable entering the model 
were p :::;.15, and exiting at p 2:.1 0. Separate bivariate correlations and models were run 
for each dependent variable. Stepwise regression was chosen for the analyses because it 
allows for examination of the relationship of the alliance to outcomes, while controlling 
for the effects of other potentially important variables such as demographic and 
background characteristics. The forward stepwise selection process ensures that the final 
model only includes variables that are uniquely predictive of the dependent variables 
(Kleinbaum et al., 1998). 
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Results 
Given that all program and employment outcome data were extracted from 
program administrative databases, values were available for all individuals for the 
outcomes examined. Missing values for the potential independent variables were the 
same as noted in Study 1. As previously noted, the analysis of number of contacts with 
the employment specialist was dropped, as it was found to be strongly correlated with the 
variable amount of services received, and there were not enough individuals obtaining 
employment to conduct planned analyses related to hypotheses about total hours worked, 
job tenure, and time to employment. However, the descriptive statistics for these three 
employment outcomes for those who did obtain employment are presented in Table 7, 
below, along with the outcomes that were analyzed. 
fiNSERT TABLE 7- OUTCOME DESCRIPTIVES] 
Bivariate and Regression Analyses 
Results for the bivariate and regression analyses for each respective outcome are 
discussed below for the primary and secondary hypotheses. Correlations were calculated 
among all possible independent variables. While there were a number of variables 
significantly correlated with each other, the correlations were generally small (highest r 
=.355), not rising to levels that would raise concern about multicollinearity. Results 
related to the bivariate correlations, overall models, and contribution of the alliance are 
discussed below. Table 8 displays the regression results for the models for each 
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respective outcome, retention in program, obtaining employment, and amount of services 
received. 
[INSERT TABLE 8- REGRESSION RESULTS] 
Primary Hypotheses. 
Retention in program (Days in program). 
As previously noted, the distribution for days in program was not normal, so it 
was transformed (log (185- DaysinProgram)). Prior to transformation, retention in 
program ranged from 29 to 184 days, with 58.4% of individuals receiving over 180 days 
of service, indicating that they were active for the entire six-month period. Since values 
were reflected as part of the transformation, directions of all relationships should be 
reversed when interpreting. Bivariate correlations were calculated for each potential 
independent variable and this outcome, with only education found to be significantly 
correlated (r = -.495,p <.001), representing a positive relationship between education and 
retention in program. The forward stepwise regression was run with education and the 
alliance as possible independent variables. Education met the stepwise entry criteria of 
p:S.15 (/J= -.495, p < .001 ), but the alliance did not (p = . 782). The model, consisting of a 
constant plus education, was significant (p <.001) with an R2 of .245. Since the alliance 
was not a significant predictor in either the bivariate or regression analyses, the 
hypothesis that the initial alliance would positively predict program retention was not 
supported. 
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Obtaining Employment. 
None of the independent variables were significantly related to employment at the 
p = .05 level from the bivariate analyses. Using a cutoff level of p :S .15 for entry into the 
model, work history (r =.276,p =.052) was found to be positively related, and marital 
status (r = -.229,p =.057) was negatively related to obtaining employment. A forward 
conditional stepwise logistic regression model was run, with work history, marital status, 
and the alliance as the potential predictor variables. The final model after the forward 
stepwise selection procedure included work history and marital status, but not the alliance 
(p =.819). This model was significant compared to a constant-only model (x2 =7.076, p 
=.029, df=2). Prediction success of the final model was 78.0% overall (100% for not 
employed, 0% for employed). This is likely due to the low number of people overall 
obtaining employment (n =11) for this analysis. One individual who obtained 
employment was dropped due to a missing independent variable value given listwise 
deletion. The Hosmer and Lemeshow test still indicated that the model was a good fit 
overall (x2 =0.398, p =.820, df=2) . Since the alliance was not significantly related to 
obtaining employment either through the bivariate analysis or logistic regression model, 
the hypothesis related to this outcome was not supported. 
As noted in Table 8, many individuals (28.6% of the sample) were omitted from 
the logistic regression analysis due to listwise deletion. All individuals were omitted 
from the analysis because of a missing work history variable. This raises the possibility 
that those omitted from the analysis differed from those included for the dependent 
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variable and independent variables considered for the model, thereby potentially 
influencing the results observed. To detennine if this occurred, chi-square tests were 
computed comparing those included vs. omitted on the proportion of who obtained 
employment, had high alliance, and had ever been married. However, those included did 
not significantly differ at the p =.05 level from those omitted in terms of obtaining 
employment, having a high alliance, or ever being married, indicating that omitting these 
individuals from the logistic regression analysis did not likely significantly affect the 
results observed for this regression model. 
Secondary Hypotheses 
Amount of services received, controlling for time in program. 
As previously noted, amount of services received was not normally distributed 
and, consequently, was transformed (log (amount of services)). Bivariate correlations 
between the potential independent variables and amount of services returned no variables 
significant at the p =.05 level. Using a p ~ .15 cutoff for inclusion in the stepwise 
regression model, race (r =.191,p =.11) was selected for entry into the model. The 
alliance (r =.145, p =.230) was also selected for entry into the forward selection process 
as it was the variable of interest, as well as days in program, which was hypothesized and 
shown to be a significant correlate of amount of services received (r = -.468, p <.001 ). 
All three variables were selected through the stepwise procedure for the final model, 
which was significant (R2 =.272,p <.001). However, days in program remained the only 
significant predictor in the model (/3 = -.457, p <.001). The alliance approached but did 
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not meet significance at the p =.05 level (j3 =.185, p =.086). Thus, as the as amount of 
services received was not significantly related to the alliance in either the bivariate or 
regression analyses, this hypothesis was not supported. There was no evidence of 
colinearity (Tolerance .971- .986, VIP 1.014-1.030), and standardized residuals appeared 
to be distributed normally. 
Discussion 
None of the hypothesized relationships between the alliance and vocational 
outcomes or services received were supported in either the bivariate or multiple 
regression analyses. Specifically, the alliance was not found to be significantly positively 
associated with program retention, obtaining employment, or amount of services received 
in any of the bivariate or regression analyses. 
As with Study 1, these unexpected findings might be explained by problems 
observed with the key variable of interest, the alliance. The alliance ratings were 
consistently high, with nearly three-quarters of individuals with a maximum alliance 
rating. While high alliance ratings are not unexpected (e.g. , Crits-Christoph, Ring-Kurtz, 
McClure, Ternes, Kulaga, et al. , 2010), the degree to which they fell on the highest end of 
the spectrum was. For example, Crits-Christoph and colleagues (2010) found only 35% 
of their sample had the maximum alliance rating. Even after recoding the alliance scores 
as a binary variable, the large number of ratings at the maximum value greatly limited the 
amount of variance for this characteristic in this sample. As with Study 1, this lack of 
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variation hindered the ability to show statistically significant relationships between the 
alliance and outcomes. 
Since the alliance ratings used in Study 1 were also used in this study, the same 
possible explanations for the high ratings apply. As noted, the high proportion of 
maximmn alliance ratings observed in this study may have been due to the completion of 
the alliance measure in the presence of the employment specialist. This may have created 
a social demand characteristic where the client, hoping to receive valued services from 
the employment specialist, is reluctant to be seen as critical of the employment specialist 
to avoid the risk of damaging the relationship (Safran, Muran, Samstag, & Stevens, 
2002). It is also possible that the alliance ratings were high due to how early in the 
relationship they occurred- there simply had not been time for ruptures to develop or 
differences of opinions related to the goals and tasks at hand to become clear after a 
single meeting. This is consistent with the observations noted by some researchers of U 
(e.g., Gelso and Carter, 1994; Kivlighan & Shaughnessy, 2000) and V -shaped (e.g. , Stiles 
et al2004) patterns of alliance development, where the alliance starts out high, drops as 
challenges and ruptures emerge once therapy is underway, and then rises again as those 
challenges and ruptures are resolved or repaired. 
As in Study 1, another explanation for the unexpected results might be related to 
the fairly unique structure of the supported employment program providing the data. 
Given that all ratings were focused on the alliance with a single employment specialist, it 
is possible that there was some particular characteristic of that employment specialist or 
the initial approach to the client that influenced the alliance ratings or the relationship 
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between the alliance and outcomes in an unexpected way. For example, Ackerman and 
Hilsenroth (2003) identified numerous provider characteristics related to the alliance in 
their review, such as being respectful, honest, and flexible. Glover and Frounfelker 
(2011) reported that the competencies of individual employment specialists differ 
between those with demonstrated effectiveness and those without, and Taylor and Bond 
(2012) noted that the effectiveness of individual employment specialists can vary wildly, 
with caseload competitive employment rates ranging from 0-80%. High caseload size 
has also been shown to make it more difficult to achieve desired outcomes (Mueser, 
Bond, Drake & Resnick, 1998). 
In light of these limitations, it is recommended that the relationship between the 
initial alliance and these employment outcomes be explored further, to determine whether 
the absence of significant relationships was due to measurement problems or an artifact 
of some characteristic of the clinician or program structure. As suggested in Study 1, 
perhaps using an alliance measure more geared towards research instead of clinical use 
would be useful. However, as noted, there is a delicate balance between the burden of 
measurement and usefulness of information gathered with any instrument. A strength is 
that the instrument used in this study, the SRS, has the advantage ofbeing able to be 
completed quickly and can provide immediate feedback on the state of the alliance as 
perceived by the client to the supported employment provider, with minimal burden, so 
its use should not automatically be ruled out with this population. However, it is also 
possible that the use of this visual analog scale might not be optimal for this population, 
as the lack of defined points within the response scale combined with instruction to mark 
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nearest to the statement agreed with may have resulted in individuals interpreting the 
scale as a two point one instead of as intended by the developers. 
Due to the low number of individuals obtaining employment during the six-month 
follow-up period, several of the planned analyses had to be dropped and hypotheses were 
left untested. Consequently, future research on this topic should make use of a larger 
sample, enabling examination of vocational outcomes. If a larger sample is not able to be 
obtained, an alternative approach might be to look at employment outcomes at an interval 
longer than six months, which would allow for more time for individuals to achieve 
employment. Additionally, the caseload size in the program studied does limit the 
amount of job development done in comparison to other supported employment 
programs, such as IPS model supported employment. Given that job development 
increases the probability of obtaining employment (e.g., Leff et al., 2005), focusing on 
programs with strong fidelity to this aspect of the IPS model and the IPS model as a 
whole may also increase the pool of employed individuals, enabling examination of the 
relationship between the alliance and additional employment outcomes such as time to 
employment and job tenure. 
As noted in Study 1, future research on the relationship between the alliance and 
employment outcomes should also make use of ratings from as many different 
employment specialists as possible, to lessen the potential influence of the ratings of any 
one employment specialist, and therefore of any one employment specialist's 
characteristics or approach on the overall results. This would result in increased external 
validity/generalizability of any results and will help better determine the nature and 
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degree of association between the alliance and desired employment outcomes, adding to 
the limited body of evidence currently available. 
61 
Table 6- Pearson's correlations among dependent variables3 
Outcomes 
Days In Programb 
Minutes of Services Receivedb 
Number of Contactsb 
Minutes of Services 
Receivedb 
-.468* 
Number of 
Contactsb 
-.319* 
.926* 
Employment 
Obtained 
.077 
.107 
.146 
Notes: 3Job tenure, hours worked, and time to employment dropped from analyses due to 
small number of individuals obtaining employment (N=12); bVariable transformed, see 
Analysis section for details; *Significant at the p=.Ol level (2-tailed) 
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Table 7- Descriptive statistics for program and employment outcomes 
High Low 
Overall Alliance Alliance 
mean± SD mean±SD mean± SD t p 
Program Outcomes, N 70 51 19 
Days in Program 157.7 ± 39.8 156.2 ± 42.9 161.2 ± 30.5 .537 .593 
Amount of Services 
Received (mins) 320.1 ± 238 .9 333.5 ± 225.6 284.2 ± 275 .766 .447 
Employment 
Outcomes, N 12 8 4 
Total Hour Worked 419.1 ± 261.8 396.9 ± 211.3 463.5 ± 378.5 
Job Tenure (days) 114.5 ± 52.2 122.3 ± 46.2 99.0 ± 67.1 
Time to Employment 
(days) 67.3 ± 52.0 59.4 ± 45.8 83.0 ± 67.1 
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Table 8- Regression model results 
Days in Program a (N =70) f3 
Education -.495 
Employment Obtained (n =SOb) B 
Work history 1.669 
Marital Status -1.389 
Amount of Services (N =70) f3 
Race .162 
Days in Program -.457 
Alliance .185 
T 
-4.601 
Wald 
3.713 
2.512 
T 
1.515 
-4.320 
1.742 
.000* 
p 
.054 
.113 
.134 
.000* 
.086 
Notes: 3Due to reflection done as part of transformation, directionality of signs should be 
reversed when interpreting; bListwise deletion for logistic regression resulted in a reduced 
N compared to linear models; *significant at the p :S .05 level 
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Discussion of Dissertation Studies 
Overall, these two dissertation studies achieved their aim of contributing to the 
overall body of knowledge concerning the therapeutic alliance in psychiatric 
rehabilitation programs. While the studies had some significant limitations, given the 
dearth ofliterature on the alliance for psychiatric rehabilitation programs, especially 
supported employment programs, the present findings could inform future research in this 
area. Potential common predictors of the alliance with the employment specialist, as 
perceived by the client, were identified and explored based on prior research in other 
settings or populations, and the relationships between the alliance and program and 
employment outcomes were investigated. The majority of the hypotheses tested were not 
supported. This may have been due to the limited amount of variance in the key variable 
of interest, the alliance, observed in this sample, as well as a limited variability in the key 
outcome of competitive employment. Potential reasons for the lack of variation in these 
variables were noted. 
Despite the lack of variability in alliance ratings, Study 1 identified two client 
characteristics that were significantly associated with the initial alliance. Client age was 
positively related to alliance, indicating that older individuals tended to report a high 
alliance. This finding is consistent with previous studies that have investigated predictors 
of the alliance in different programs or populations. Social network size was negatively 
related to the alliance, indicating that individuals with fewer social supports were more 
likely to have a high alliance rating. This finding was in the opposite direction expected, 
and possible explanations were offered. The alliance was not found to be related to any 
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of the program or employment outcomes examined in Study 2. 
While the identification of two factors related to the initial alliance with the 
employment specialist could have potentially important implications, caution must be 
exercised in generalizing these findings to other supported employment programs. The 
supported employment program from which data were obtained included a single 
employment specialist, suggesting that any observed relationships could have been 
unique to that employment specialist or that person' s approach. This employment 
specialist also had a higher than optimal caseload, which may have limited the amount of 
systematic job development done, potentially reducing the number of individuals who 
obtained employment during the six-month follow-up period studied. Further research is 
warranted to evaluate whether the relative lack of significant associations are the result of 
the studies limitations, or whether they raise questions about the underlying assumptions 
regarding the importance of the initial alliance in psychiatric rehabilitation. 
Consequently, it is recommended that additional research on the alliance in 
supported employment programs be conducted, including a greater range of employment 
specialists and longer-term vocational outcomes. It would be preferable if research on 
the alliance could be conducted at more than one supported employment program in 
order to increase the external validity of the findings. 
Additionally, special attention must be paid to both the selection and 
administration ofthe alliance measure. Psychometrically validated instruments should be 
used and administered with no modifications, and procedures and data collection 
protocols should be infonned by the potential for social demand characteristics to 
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influence alliance ratings, especially the initial ratings. Cognitive testing of the measure 
with the target population can uncover potential issues contributing to measurement error 
such as ambiguous instructions. Finally, multiple ratings of the alliance over time should 
take place, to enable examination of the relationship between the initial alliance and other 
alliance ratings at other time points, as well as patterns of alliance development. 
Focusing on employment programs with strong fidelity to the IPS model might provide a 
greater opportunity for examining the relationship between the alliance and employment 
outcomes given the strong evidence supporting the beneficial effects of this model of 
supported employment on work. Attention to these considerations in future studies could 
improve understanding of the factors contributing to the therapeutic alliance in supported 
employment and the importance of the initial alliance to vocational outcomes. Such an 
understanding of the role of the alliance could ultimately lead to efforts to improve the 
alliance, and potentially improve employment outcomes in the SMI population. 
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